A 36-year-old female with no past medical history was admitted with a 1-week history of abdominal pain, vomiting, and no passing of stool or gas for 5 days. One week before, she had presented to the emergency department with a 2-week history of diarrhea, vomiting, generalized abdominal pain, and a 4-kg weight loss, without fever, which had been diagnosed as gastroenteritis and had been treated with broad-spectrum antibiotics and antiemetics. Physical examination showed a distended and tym-panized abdomen, without peritoneal signs. Laboratory workup was only relevant for an elevated C-reactive protein 7.5 mg/dL. Abdominal X-ray revealed multiple airfluid levels; therefore, computed tomography was performed, showing marked thickening of the terminal ileum wall and a dilated small bowel, locoregional and mesenteric lymphadenopathies, as well as free liquid in the mesentery, paracolic gutter, and pelvic cavity ( Fig. 1 ). Taken together, these findings were suggestive of ileal Crohn's disease with small-bowel obstruction, so she was started on methylprednisolone. As there was no improvement, the patient underwent ileocolonoscopy that revealed a deformed cecum and a short segment of edematous ileum without erosions or ulcers ( Fig. 2 ). Biopsies were inconclusive, so an ileocecal resection was scheduled.
The surgical specimen revealed thickening of the terminal ileum and cecal wall, caused by multiple foci of endometrial glands with low proliferative activity along the muscularis propria, corresponding to ileocecal endometriosis ( Fig. 3a, b) .
In a previously asymptomatic immunocompetent young female, alternative diagnoses such as infectious ileitis were considered less likely due to the persistence of This article is licensed under the Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International License (CC BY-NC-ND) (http://www.karger.com/Services/OpenAccessLicense). Usage and distribution for commercial purposes as well as any distribution of modified material requires written permission. DOI: 10.1159/000501403 symptoms despite broad-spectrum antibiotics and the lack of risk factors for tuberculosis. Additionally, there were no clinical and laboratory clues suggesting malignant, vascular, or infiltrative diseases. Thus, given the typical clinical scenario, a presumptive diagnosis of Crohn's disease was made. Colonoscopy was not initially performed due to the increased risk as well as the inability to undergo bowel preparation in the setting of bowel occlusion. Steroids were started as an urgent therapy with the intent to avoid surgery. Afterwards, the lack of improvement under steroids raised diagnostic doubts; therefore, a colonoscopy was done using carbon dioxide insufflation following several cleansing enemas.
Endometriosis was not considered in the initial differential diagnosis because there were no gynecological symptoms. However, estimates of endometriosis prevalence range from 2 to 10% of the women of reproductive age, and an unknown proportion are asymptomatic [1] . Ileocecal involvement is rare and may perfectly mimic or overlap with Crohn's disease [2, 3] . Moreover, patients with endometriosis are at an increased risk of developing Crohn's disease, which may cause future misdiagnosis of abdominal and gynecological symptoms in this patient [4] . In conclusion, although preoperative diagnosis is difficult, endometriosis should always be considered in the differential diagnosis of Crohn's disease in women of reproductive age.
